An encephalitic syndrome caused by N-methyl-Daspartate antibodies was also excluded. On the basis of the patient's travel history, the clinical symptoms, and the initial laboratory fi ndings, WNV infection was suspected. Indirect immunofl uorescence assays and virus neutralization tests (VNT) for WNV and other fl aviviruses were performed as described (4). IgM and IgG against WNV were detected in serum and in CSF by indirect immunofl uorescence assay with an 8-fold (IgM) and 32-fold (IgG) increase in serum titer from day 4 to day 26 (Table) . WNV IgG and WNV IgM titers were higher than the titers of antibodies against the other fl aviviruses tested (Table) , indicating that the antibodies resulted from a WNV infection. The serologic diagnosis was further substantiated by detection of WNV neutralizing antibodies at day 11(VNT titer 640). The VNT titer further increased to 2,560 on day 26 after onset of disease. Results of reverse transcription PCR were negative for WNV and members of genus Flavivirus in serum and CSF samples taken 4 days after disease onset. Attempts to isolate WNV from serum and CSF samples in cell culture failed as well. The patient recovered slowly and was discharged from the hospital in Potsdam on September 15, 2011. She was then referred to a neurologic rehabilitation center in Berlin and was discharged from there after 2 months with a characterization of restitutio ad integrum (i.e., full recovery, restoration to original condition).
We To the Editor: Scarlet fever is a notifi able disease in Hong Kong, Guangdong Province, and Macau in the People's Republic of China. All 3 areas reported substantial increases in cases during 2011 (Figure, panel A) . In Hong Kong, individual data, including age, geographic location, date of notifi cation, and travel history within the incubation period, were collected from all locally notifi ed scarlet fever case-patients. As of December 31, 2011, a total of 1,535 cases (21.7 cases/100,000 population) were reported, which was ≈10× higher than the average number of annual cases reported during the preceding 10 years (1). Of those, 730 cases were laboratory confi rmed; 46 cases were imported; and 2 cases, 1 each in a 7-year-old girl and a 5-year-old boy co-infected with chickenpox, resulted in death (2) .
Group A Streptococcus (GAS), the bacterium that causes scarlet fever, is mainly transmitted by direct contact with saliva and nasal fl uids from infected persons (3). Many children can also carry GAS or be asymptomatically infected (4). A recent study in China showed that GAS is commonly resistant to macrolides and tetracycline but sensitive to penicillin, chloramphenicol, cefradine, and ofl oxacin (5). In Hong Kong, GAS emm type 12 dominated among the isolates cultured during 2011 (6). Most of the cases reported were in children <10 years of age (range 1 month-51 years; median 6 years [interquartile range 4-7 years]). The age distribution is similar to that reported during previous years (data not shown).
In the United Kingdom during the mid-19th century, scarlet fever epidemics were found to follow a 5-to 6-year cycle, but this pattern disappeared as incidence decreased (7). Annual scarlet fever notifi cations in Hong Kong remained low during 2001-2010 (<4 cases/100,000 population) and did not demonstrate any apparent long-term pattern. The recent increase in scarlet fever notifi cations might be attributable to antigenic drift, increase in virulence of GAS (8), or increased circulation of GAS. However, other than mandatory notifi cation of medically attended case-patients, systematic laboratory testing of GAS isolates was not conducted in Hong Kong, and these possibilities could not be further investigated.
Notifi cations of scarlet fever usually peak during December-March in Hong Kong, but the outbreak in 2011 peaked in June (Figure, panel B) . The rise in scarlet fever cases in Guangdong Province and Macau slightly preceded that in Hong Kong; cases in Guangdong peaked in April (Figure,  panel A) . Maximum cross-correlations between spline-interpolated weekly scarlet fever notifi cations in Guangdong and Macau and those in Hong Kong were found at 1-and 2-week lags, respectively (ρ = 0.45 and 0.58) (online Technical Appendix, wwwnc.
cdc.gov/EID/pdfs/12-0062-Techapp. pdf).
In 2011, scarlet fever notifi cation rates were elevated in all 4 regions of Hong Kong: New Territories East, New Territories West, Kowloon, and Hong Kong Island at 27.2, 21.7, 18.9, and 19.6 cases per 100,000 population, respectively. However, a distinctly higher proportion of imported cases before July 2011 (12 of 14, p value for exact binomial test = 0.01) were notifi ed in New Territories East and New Territories West, where the main border crossings to mainland China are located. This fi nding suggests a link to the outbreak in Guangdong in these regions during the early phase of the local outbreak.
We estimated the instantaneous reproduction number (R t ), which measures the time-dependent frequency of transmission per single primary case (online Technical Appendix) (9). An R t consistently >1 would indicate sustained local transmission. We estimated R t on the basis of the daily scarlet fever notifi cation data in different periods, adjusted for imported cases. For 19 cases (1.2% of all cases), we could not determine whether infection was local or imported. We estimated R t in 2 different ways: either by assuming that all of these cases were local or by assuming that they all were imported, to represent possible extreme values of R t . R t fl uctuated between 0.6 and 2.0 and was consistently >1 from mid-May through the end of June. R t fell quickly to <1 beginning in early July after 2 fatal scarlet fever cases were reported on May 29 and June 21, which raised widespread concern in the community (Figure, panel C) . Heightened surveillance, publicity, health education to the public (online Technical Appendix) were implemented by the Centre for Health Protection in early June and could have contributed to the reduction in transmissibility. The health education measures included guidance on pre-
